Sir
This is with the reference to the letter of Dr. Sureshkumar (1999) in response to our article (Kumar et al 1999) . The authors are very thankful that Dr Sureshkumar took the pains to evaluate our article critically However, his concern that the conclusions derived from the study may not be valid seems to be an overcautious view. We would like to address areas of concern raised by him.
First of all, regarding the use of BPRS. As the target population was that of patients with psychosis, BPRS is among the best scale. Furthermore, as patients of maina were included only if they had psychotic features and not limited to only mood disturbance and hence they would have scored high on BPRS Secondly, as mentioned by Dr. Sureshkumar, equality of variance is a prerequisite for ANOVA and t-test and it is assumed so and never mentioned In our sample also there was no significant difference in Levene's test for variance among the subgroups.
Thirdly, we have used parametric methods as we had a small sample size. Parametric methods have a greater power than non parametric tests and thus the results may be said with greater confidence. Also, our conclusion was based on a significant difference in one finding (ANOVA for BPRS) and no difference in other (t-test for restraint) Dr. Sureshkumar has also used t test for life event score in one of his papers (Sureshkumar, 1998) and recent publications in Indian Journal of Psychiatry have used similar statistics (Singh, 1999 , Srivastava,1999 to name a few) Nevertheless, we agree with Dr. Sureshkumar that the use of non parametric tests might have been better especially if we had a larger sample size Lastly, the corrections in chi-square distribution are not done when the expected cell values are more than five in at least 80% of the cells and none of the values are less than one (Cochran criteria, Bland, 1995) . Furthermore, they are done when the cell value is small and chisquare is just on the significance level (Kothari, 1990) That is, they are done to avoid the commitment of a type 1 error -rejecting a null hypothesis when it should have been accepted. As we have accepted the null hypothesis, the results would not have been any different As it is we had done the Fishers exact test for restrainment and the exact p value was 0.6581. Resident, CIP, Ranchi. ("Jai Gurudev" Ratu Road, P.O. Hehal, COMPARISON BETWEEN CONDUCT DISORDER AND HYPERKINETIC CONDUCT DISORDER Sir, I read with great interest the study by Malhotra et al.(1999, 41, 111-121) . This study was designed to evaluate the symptomatology and clinical variables of hyperkinetic conduct disorder (HCD) and compare it with conduct disorder (CD) and also to determine the clinical variables that can discriminate these two disorders as a validation of HCD as a category. However, this study merits certain comments.
LETTERS TO EDITOR
Firstly, the authors could have excluded, on basis of their study aims, rather than including a case of depressive conduct disorder (mixed conduct and emotional disorders), a category different from CD, in the CD group. Secondly, authors stated, initially, that 3% relatives of CD children were having psychiatric morbidity. However, while elaborating it, they mentioned that 4% of sibs had mental retardation, 8% of sibs had epilepsy and related syndromes and 8% of parents had affective disorder. This raises a query whether the subsequently presented data is an excess of initial data (20% vs 3%) or incomplete one (20% out of 3% of relative's morbidity). Thirdly, although the authors reported, in the results, that both HCD and CD had poor outcome at one year, in the discussion they stated that they could not reach a meaningful conclusion regarding course and outcome. As both HCD (10%) and CD (4.2%) groups had poor one year follow-up rates, in spite of commenting on outcome, description of the characteristics of subjects on regular follow-up would have been more interesting. Fourthly, authors, in the results', mentioned that 15% of HCD and 32% of CD children had perinatal complications, conversely, in the abstract they stated that HCD children had more perinatal complications. Finally, the authors concluded that, in overall, this study highlights the need to study the etiology of CD children in India. Making concluding remark over HCD, the main study category, rather than on CD, would be more meaningful.
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REPLY
It is a matter of satisfaction that the paper has generated some interest. My reply to specific comments is as under:
Regarding the inclusion of depressive conduct disorder (DCD) in the conduct disorder (CD), attention is drawn to ICD-10 (WHO,1992) where it is stated that "insufficient research has been carried out to be confident that this category should indeed be separate from conduct disorders of childhood". Therefore, the single case of DCD was included in the CD group. The comment regarding the description of outcome for both study groups is appropriate. However, going by actual members, there were only 2 patients of hyperkinetic conduct disorder (H'CD) and 1 patient of CD group on regular follow-up. Therefore, it was felt by the authors that description of the same may not b meaningful. The authors are grateful for the comments on family history of psychiatric morbidity and discrepancy in statement on perinatal complications that are actually typographical errors in the paper. 32% of relatives of CD children (not 3%) had psychiatric morbidity. Also, in the abstract; the line "... more perinatal complications and delayed milestones ..." should be read as "... less perinatal complications and more delayed milestones...". Lastly, the concluding remarks, the study is focused neither on HCD nor on CD. It addresses the issue of symptoms of conduct disorders as seen in HCD or CD. The authors, by this statement, wish to emphasize that conduct
